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Background: In the past few years, increased diagnoses of syphilis have been reported in cities
around Britain and Europe. Enhanced surveillance of cases began in 1999 to identify the epidemio-
logy of this increase in Greater Manchester.

Methods: Information was collected on all cases of syphilis newly diagnosed in genitourinary
medicine (GUM,) clinics in Greater Manchester between January 1999 and November 2002. The data
collected included demographic information and information about other sexually transmitted
infections, sexual behaviour, perception of risk of infection, and awareness of syphilis transmission.
Results: The majority of cases identified were white homosexual men resident in Greater Manchester.
Of the 414 cases diagnosed, 74% had either a primary or secondary stage of syphilis infection and
37% of cases were HIV positive. High numbers of individuals practised unprotected oral sex despite
good awareness of the risk of infection with syphilis. There is evidence that the way people are meet-
ing sexual contacts is changing, with increasing numbers meeting most of their partners through the
internet.

Conclusions: These findings have implications for targeting interventions. The provision of rapid diag-
nostic and treatment services is likely to be key for the control of syphilis and potentially of subsequent

increases in HIV in the region.

urinary medicine (GUM) clinics in the United Kingdom
increased almost sixfold between 1996 and 2001.'
Through this period, the greatest proportional increase in
cases has been among men who have sex with men (MSM).?
Several local outbreaks of syphilis have contributed to this
increase, including one identified in Greater Manchester in
1999. Initial investigations in Manchester revealed a high
proportion of cases among MSM* and identified oral sex as a
key transmission route for syphilis in Manchester.* >
We initiated a system of “enhanced surveillance” in Febru-
ary 2000, collecting epidemiological information to establish
the extent of infection in Greater Manchester and illuminate
the patterns of transmission.

The incidence of infectious syphilis diagnosed from genito-

METHODS

We devised a form for the collection of epidemiological data,
including demographic data, diagnosis, and risk factors and
distributed it to each of the 11 GUM clinics in Greater
Manchester. Health workers completed one form for each case
of syphilis by means of an interview or from case notes where
this was not possible. The case definition used was all cases of
laboratory confirmed infectious syphilis diagnosed in Greater
Manchester from 1999 onwards. For cases diagnosed in 1999
and early 2000, as much data as possible were collected retro-
spectively from case notes. Completed forms were returned to
the North West Office of the Communicable Disease Surveil-
lance Centre (CDSC NW) for collation, data entry, and data
analysis.

RESULTS

Between January 1999 and November 2002, there were 414
cases of syphilis reported to the enhanced surveillance
database by GUM clinics in Greater Manchester. Of these
cases, 93% (377/405) were male and 81% (330/405) were
homosexual. Of those for whom data were available, 93% of
cases (354/382) were born in the United Kingdom, and 82%

(310/380) were residents of Greater Manchester. There was no
particular residential clustering of cases. The majority of cases
(90%; 342/381) were white. The next most significant defined
ethnic groups of cases were “Black Caribbean” and “Indian”
(each 2.1%; 8/381).

The epidemic curve demonstrates some seasonal variation
in reporting of infection, with the New Year and summer peri-
ods appearing to be key times for identifying new cases (fig 1).
Of those for whom a diagnosis was available, 79% of cases
(289/364) were either at primary or secondary stages of infec-
tion and the ratio of primary to secondary to early latent cases
did not vary significantly during the period reported. Since
1999, two thirds of cases were under 35 years old and the peak
incidence was among 31-35 year olds.

Most cases (71%; 226/317) were self referrals to GUM clin-
ics and only 10% of cases were referred by general practition-
ers. Cases often reported other infections in addition to syphi-
lis; 30% (85/288) of the two thirds for whom data were
available reported a concurrent infection and 35% of cases
were HIV positive (107/308). The HIV status of 106 cases (26%
of the total) was not known. In addition to concurrent infec-
tions, 52% of cases (201/386) reported having had a previous
STI.

Oral sex is a key transmission route for syphilis in Greater
Manchester. Very few cases (7%, 12/169) reported using a
condom at any time for oral sex (that is, using one sometimes,
mostly, or always) and this was in stark contrast to practices
for anal sex, for which 95% (148/156) of cases reported using
a condom at some time (table 1). Cross tabulation of condom
use by perceived risk of catching syphilis from an infected
person through unprotected oral sex shows that 61% of
homosexual men (87/143) believed the chance of catching
syphilis was high, but reported never using a condom. Of
these, 70% (61/87) were also aware of the outbreak of syphilis
in Greater Manchester before attending the clinic.

There is evidence that the means by which cases meet
sexual contacts are changing. Between 2001 and 2002, the
proportion of cases locating contacts through the internet
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Table 1 Frequency of condom use reported by cases

of syphilis for oral and anal sex

Oral sex Anal sex

Condom use Cases % Cases %
Never 157 93 8 5
Sometimes 10 6 33 21
Mostly 1 1 51 33
Always 1 1 64 41
Total 169 100 156 100
(Unknown) (245) (258)

markedly increased, compared with the more traditional ven-
ues of pubs and clubs. In 2002, almost 30% of “high risk” cases
(those reporting 10 or more partners in the past year) used the
internet to locate most of their contacts.

DISCUSSION

The sustained increase in the number of cases of syphilis in
Greater Manchester demanded ongoing surveillance follow-
ing the initial outbreak investigation. This reveals a high pro-
portion of those practising oral sex reporting never using a
condom. Almost two thirds of these cases believed that the
chance of catching syphilis from oral sex was high. Of those
who believed oral sex to be risky, 70% were also aware of the
syphilis outbreak before attending the clinic. These findings
suggest not only an increase in high risk sexual behaviour but
also an increase despite widespread awareness of the risks.

There is evidence that safer sex messages targeted at the
homosexual community in Manchester since 2000 have had
some impact. In August 2000, only 37% of the 27 cases inter-
viewed considered unprotected oral sex to be a high risk activ-
ity for catching syphilis, compared with 65% shown here.
Despite the increased awareness, transmission of syphilis has
continued in Manchester and remains focused within the gay
community.

Long waiting lists for GUM services are identified as possi-
ble factors contributing to missed cases of syphilis. Prolonged
waiting times for appointments at GUM services are reported
nationwide.’ The majority of syphilis cases reported here were
identified through self referral at GUM clinics and other
health services have not generally been considered by patients
in the past as reliable sources of advice or care.’ Improvements
in GUM services are urgently required, therefore, to enable
effective control of syphilis in Manchester, and strengthening
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the role of other health services such as general practitioners
should also be considered.”

There is evidence that the routes by which people locate
sexual contacts in Manchester are changing. Between 2001
and 2002, the greatest percentage increase was the use of the
internet to locate contacts. This change in behaviour has
implications for the targeting of intervention strategies.

As with other studies, a significant proportion of cases of
syphilis were coinfected with HIV. Recent studies in Amster-
dam and Switzerland report increasing levels of high risk
sexual behaviour among individuals with HIV*” and there is
some indication that the introduction of antiretroviral
therapies has contributed to this.® A twofold to fivefold
increased risk of HIV infection has been reported for patients
with existing sexually transmitted infections, including
syphilis.”” It is not clear in the Manchester cohort whether the
levels of concurrent infection are linked with unsafe sexual
behaviour or a biological effect of concurrent infection. There
is a very real risk of a significant increase in HIV infection
among those infected with syphilis and this potential associ-
ation should be made clear in intervention strategies. The
rapid detection and treatment of syphilis may be a key factor
in the successful attainment of the government’s target to
reduce new cases of HIV by 25% by 2007."
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Clinical Evidence is a regularly updated evidence based journal available worldwide both
as a paper version and on the internet. Clinical Evidence needs to recruit a number of new
contributors. Contributors are health care professionals or epidemiologists with experience
in evidence based medicine and the ability to write in a concise and structured way.

Currently, we are interested in finding contributors with an interest in the follow-

ing clinical areas:

Altitude sickness; Autism; Basal cell carcinoma; Breast feeding; Carbon monoxide
poisoning; Cervical cancer; Cystic fibrosis; Ectopic pregnancy; Grief/bereavement;
Halitosis; Hodgkins disease; Infectious mononucleosis (glandular fever); Kidney stones;
Malignant melanoma (metastatic); Mesothelioma; Myeloma; Ovarian cyst; Pancreatitis
(acute); Pancreatitis (chronic); Polymyalgia rheumatica; Post-partum haemorrhage;
Pulmonary embolism; Recurrent miscarriage; Repetitive strain injury; Scoliosis; Seasonal
affective disorder; Squint; Systemic lupus erythematosus; Testicular cancer; Varicocele;

Viral meningitis; Vitiligo

However, we are always looking for others, so do not let this list discourage you.

Being a contributor involves:

e Appraising the results of literature searches (performed by our Information Specialists) to
identify high quality evidence for inclusion in the journal.

e Writing to a highly structured template (about 2000-3000 words), using evidence from
selected studies, within 6-8 weeks of receiving the literature search results.

* Working with Clinical Evidence Editors to ensure that the text meets rigorous epidemiological

and style standards.

e Updating the text every eight months to incorporate new evidence.
* Expanding the topic to include new questions once every 12-18 months.

If you would like to become a contributor for Clinical Evidence or require more information
about what this involves please send your contact details and a copy of your CV, clearly
stating the clinical area you are inferested in, to Claire Folkes (cfolkes@bmijgroup.com).

Call for peer reviewers

Clinical Evidence also needs to recruit a number of new peer reviewers specifically with
an interest in the clinical areas stated above, and also others related to general practice.
Peer reviewers are health care professionals or epidemiologists with experience in
evidence based medicine. As a peer reviewer you would be asked for your views on the
clinical relevance, validity, and accessibility of specific topics within the journal, and their
usefulness to the intended audience (international generalists and health care profession-
als, possibly with limited statistical knowledge). Topics are usually 2000-3000 words in
length and we would ask you to review between 2-5 topics per year. The peer review
process takes place throughout the year, and our turnaround time for each review is

ideally 10-14 days.

If you are interested in becoming a peer reviewer for Clinical Evidence, please complete
the peer review questionnaire at www.clinicalevidence.com or contact Claire Folkes

(cfolkes@bmigroup.com).
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